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Request to Establish Eligibility to
Participate in the Health
Insurance for the Aged and
Disabled Program to Provide
Rural Health Clinic Services



CENTEAS FOA MEDICARE & MEDICAID SERVICES OMB NO. 0938-0074

REQUEST TO ESTABLISH ELIGIBILITY TO PARTICIPATE IN THE PROVIDER NO.
HEALTH INSURANCE FOR THE AGED AND
DISABLED PROGRAM TO PROVIDE RURAL HEALTH CLINIC SERVICES

Each rural health clinic site providing rural health clinic services and desiring
1o establish eligibility in the health insurance program should complete this
form and return 1t to the Stale agency that is handling the cerlification process.
It & return envelope is net provided, the name and address of the Stale  STATE REGION (RHS)
agency may be obtained from the nearest Social Securily Administration
district office.
. 'NAME OF GLINIC STREET A
IDENTIFYING

INFORMATION

o e L S [OTY, COUNTY AND STATE 7P GODE TELEPHONE NO. (inclnding Area Code]

STATE/COUNTY (RH2)

AH4)

NAME AND
ADDRESS

OF
GLINIG OWNER(S)

ML[;

MEDICAL
DIRECTION

PHYSICIAN NUFSE PHYSICIAN D) OTHER
CLIN @ O ermonen | RS ! ’

Ic
PERSONNEL
(FULLTIME
EQUIVALENTS)

L

C. PARTNERSHIP 0. GOVERNMENT
1. PROFIT ) ] (]
STg I.leﬂll. FE&M
2 HON- 3 4 &
PROFIT = = =

f the rural health clinic site is part of an existing
Medicare providar, indicate the provider number.

{(RH11]

Is this clinic sits raceiving support fram a Fedoral Program

to provide health services in a medically underserved area

FEDERAL or in an area with a shorlage of primary care health manpewer? Eyes [INO @iy
SUPPORT TITLE OF FEDERAL PROGRAM: g
s this ciinic participating in the Physician Extender Experiment

Program (Secticn 222)7 CIvEs CINO (hey

| certity thal this application Is trus, correct, and complete. | agree, if approval Is granted, that all services rendered by the
dHﬂstllbanwmmmmeodmﬂ Slate, and local laws. | further understand that a violation of such laws will
censtitute grounds for withd of approval under th Thi wlinolberslaasedln any persons or
organizations outside the ofiicial admit hannels unless the igned indiy requesls in wrifing
that such disclosures bo made. (Privacy Act of 1974 Public Law 93-579.)

SIGNATURE OF AUTHORIZED OFFICIAL TME

Farm CMS-29 (0578}




Health Insurance
Benefits Agreement

(2 copies)



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

HEALTH INSURANCE BENEFITS AGREEMENT
(Agreement with Rural Health Clinic Pursuant to
Section 1861(aa)(2)(K)(ii) of the Social Security Act)

For the purpose of establishing eligibility for payment under Title XVIIL of the Social Security Act,

(Insert name of clinic)

‘hereafler referred to as the Rural Health Clinic, hereby agrees:

(A) to maintain compliance with the conditions for certification set forth in part 491 of chapter IV, title 42 of the Code of Federal
Regulations, and to report promptly to the Centers for Medicare & Medicaid Services any failure to do so;

(B) not to charge the beneficiary or any other person for items and services for which the beneficiary is entitled to have payment
made under the provisions of part 405 of chapter IV, file 42 of the Code of Federal Regulations (or for which the beneficiary
would have been entitled if the Rural Health Clinic had filed a request for payment in accordance with §410.165 of chapter IV),
except for any deductible or coinsurance amounts for which the beneficiary is liable under §405.2410;

(C) 1o refund as promptly as possible any money incorrectly collected from a beneficiary or from someone on his or her behalf;

(D) 10 accept beneficiaries for care and treatment without limitations, except as it may impose on all other persons;

(E) toaccept any additional provisions that the Secretary finds necessary or desirable for the efficient and effective administration
of the Medicare program.

Thhwmt,uponwbnﬁuionbyﬂnknnlHulmainicmdupnnmepmeforﬁlirubythwmmofﬂahhmdﬂum
Services, shall be binding on the Rural Health Clinic and the Secretary. The agreement may be terminated by either party in

with regulations. In the event of ion, payment will not be available for Rural Health Clinic services farnished on -
or after the effective date of termination.

Thhaymmdnllbwomeifeaivenndndme:peciﬁedbdwbyme&ummlhemmf:delem.mdsl\lllxmin in
effect unless terminated.

In the event of a transfer of ownership, the agreement is automatically assigned to the new owner subject to the conditions specified
in this agreement and 42 CFR 489, to include existing plans of correction and the duration of this agreement, if the agreement is
time limited,

ATTENTION: Read the following provision of Federal law carefully before signing.

Whoever, in any matler within the jurisdiction of any department or agency of the United States knowingly and willfully falsifies,
conceals or covers up by any trick, scheme or device a material fact, or make any false, fictitious or fraudulent statement or

representation, or makes or uses any false writing or document kniowing the same to contain any false, fictitious or fraudulent
statement, or entry, shall be fined not more than $10,000 or imprisoned not more than 5 years o both (18 US.C. section 1001).

Accepted for Rural Health Clinic by: Accepted for the Secretary of Health and Human Services by:
NAME (SIGNATURE) NAME (SIGNATURE)

TITLE TITLE

DATE DATE

‘According to e “Act of 1995, no pe quired 1 espond to a collcion o information anless 1 displays  vaid
(OMB control number. The valid OMB control number for this information collection is 0938-0832. The time required to complete this information
collection is esti age 5 minutes per response, including the ti h existing data resources, gather the data
needed, and complete and review the information collecion. I you have any rning Uh of the time estimate(s)

suggestions for impro¥ing this form, please write to CMS, 7500 Security Boulevard, N2-14-26, Baltimore, Maryland 21244-1850.

Form CMS-1561A (4-02) Previous version obsclate




Assurance of Compliance



ASSURANCE OF COMPLIANCE

ASSURANCE OF COMPLIANGE WITH TITLE VI OF THE CIVIL RIGHTS ACT OF 1864, SECTION 504 OF THE REHABILITATION ACT OF
1873, TITLE 1X OF THE EDUCATION AMENDMENTS OF 1972, AND THE AGE DISCRIMINATION AGT OF 19756

The Applicant provides this assurance in consideration of and for the purpose of obtalning Federal grants, loans, conlracts, property, d
or other Federal financial assistance from the Department of Health and Human Services,

THE APPLICANT HEREBY AGREES THAT IT WILL COMPLY WITH:

. Title VI of the Givil Rights Act of 1964 (Pub. L. 88-352), as amended, and all requirements Imposed by or pursuant lo the Regulalion
of the Dapartmeant of Health and Human Services (45 C.F.R. Parl 80), lo the end thal, In accordance vith Title VI of that Act and the
Regulation, no person in the United States shall, on the ground of race, color, or national origin, be excluded from participation in, be
denled the beneflils of, or be otherwise subjecled lo discrimination under any program or activity for which the Applicant receives
Federal financial assistance from the Depariment.

. Section 504 of the Rehabilitation Act of 1973 (Pub. L. 83-112), as amended, and all requiremenls imposed by or pursuant lo the
Regulalicn of the Depariment of Health and Human Services (45 C.F.R. Part 84), to the end that, In accordance with Section 504 of
that Act and the Regulation, no otherwise qualified handicapped individual in the United States shall, solely by reason of his handicap,
be excuded from participation In, be denied the benefils of, or bs subjecled lo discrimination under any program or activity
for which the Applicant receives Federal financlal asslstance from the Dapartment.

Title IX of the Educalional Amendments of 1872 (Pub. L. 92-318), as amended, and all requirements Imposed by or pursuant to the
Regulation of the Department of Health and Human Services (45 C.F.R. Part 86}, lo the end thal, in accordance with Title IX and tho
Regulation, no person in the United States shall, on the basis of sex, be excludsd from participation In, be denied the benefils of, or
bae ctherwise subjected to discrimination under any education program of activity for which the Applicant recsives Federal financial
assistance from the Department.

The Age Discrimination Act of 1976 (Pub. L. 84-135), as amended, and all requirements Imposed by or pursuant to the Regulation of
the Department of Health and Human Services (46 C.F.R. Part 81), to the end that, in accordance with the Act and the Regulation, no
person in the United States shall, on the basls of age, be denied the benefits of, be excluded from participation in, or be subjected to
discrimination under any program or activity for which the Applicant racelves Federal financial assistance from the Department.

The Applicant agrees that with this a sondition of continued receipt of Federal financlal assistance, and that it
is binding upon the Applicant, its successors, transferees and assignees for the period during which such assistance s provided. If any real
proparty or structure thereon is provided or improved with the ald of Federal financial assistance extended to the Applicant by the Department,
this assurance shall obligate the Applicant, or In the cass of any transfer of such property, any lransleree, for the period during which the real
property or structure is used for a purpose for which the Federal financlal assistance Is extended or for another purpose invelving the provision
af similar services or benefils. If any personal property Is so provided, this assurance shall obligate the Applicant for the period during which it
retains ownership or passession of the proparly. The Applicant further recognizes and agrees that the United States shall have the right to seek
Judiclal enforcement of this assurance.

The person or persens whose signature(s) appear(s) below Is/are authorized to sign this assurance, and commit the Applicant to the above
provisions.

Signature and Title of Authorized Official

Name of Applicant or Reciplent

Street

Mail Form to:
(DHHSIOffice for Civil Rights
Office of Program Operations
Humphrey Building, Room 509F
200 Independence Ave., S.W.
Washington, D.C. 20201

Form HHS-690
/97




You will only need to submit
this form if you are going to
be a provider based RHC
owned by a hospital.
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Guy Nevins
Department of Public Health
Division of Provider Services
201 Monroe Street, Suite 710
Montgomery, Alabama 36104
(334)206-5191

Email: Guy.Nevins@adph.state.al.us



Kris A. Adams, Manager, Applications and Waivers
State of Georgia, Department of Community
Health Healthcare Facility Regulation Division

2 Peachtree St; Suite 31.318

Atlanta, Ga 30303

Ofc: 404-657-1511



Once you have completed the CMS-29,
CMS-1561A, and HHS-690 forms, they
should be mailed to Mr. Guy Nevins at
the Alabama Department of Public
Health (at same address they were
requested from).



‘\\ . \/ — —

CMS-855A is the Medicare application for
RHC that has to be submitted to Cahaba
GBA

CMS-855A form can be downloaded from
CMS website at under
Medicare — Provider Enrollment
Certification — CMS Forms


http://www.cms.gov/

Be sure that you are using the new
version of the CMS-855A that is dated

07/11. Effective November 1, 2011, CMS
requires this new version be submitted.



If you are owned by a hospital and are
seeking approval as a provider-based
RHC, you must submit the Provider-Based
Attestation Statement when you submit
the CMS-855A to Cahaba GBA



This Provider-Based Attestation Statement
can be retrieved from Cahaba GBA’s
website under Part A, Enroliment,
Provider-Based Status Determinations.


http://www.cahabagba.com/

For year 2013 there is an application fee
of $532.00. The provider must pay the
application fee electronically through
Pay.gov either via credit card, debit card,
or electronic check. Providers are
strongly encouraged to submit with




their CMS-855A application a copy of the
Pay.gov receipt of payment. This may
enable the Medicare contractor to more

quickly verify that payment has been
made.
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PAAR Provider Enrollment
P.O. Box 1537
Birmingham, AL 35201-1537
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Section 1A = Reason for Application. Check
“You are a new enrollee in Medicare.”

Section 1B = Check all that apply
Identifying Information
Adverse Legal Actions/Convictions
Practice Location Information
Ownership Interest (Organizations)
Ownership Interest (Individuals)
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Chain Home Office Information
Billing Agency Information
Special Requirements for Home
Health Agencies
Authorized Official(s)
Delegated Official(s) (Optional)



Section 2 A-1. - Type of Provider will be
"Rural Health Clinic”

Section 2 A-2, 2-3 and 2-4 “Leave blank”



Section 2B-1, Identifying Information

* Legal Business Name

Type of Organization Structure

Tax Identification Number
Incorporation Date and State
Other Name ( example: d/b/a)
Check “Proprietary” or “"Non-
profit”

Check Yes or No if part of Indian
Health Service

* X X X X

*



Section 2B-2, check: "State License Not
Applicable” and “Certification Not
Applicable”

Section 2C — Correspondence Address
Section 2D - Accreditation, check “"no”

Section 3 - Adverse Legal History, check
appropriate “yes” or "no”
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Section 4A - Practice Location Information

You will check “"Add” block and put in the
date the practice originally started.

Complete all requested information.
Medicare identification number will be
“pending”. Be sure to add NPI that will be
assigned to RHC. Also be sure to add
CLIA number.




Section 4B - Where Remittances Sent

Be sure to check "Add” and use same date
as previously”

Check which Special Payments address
you want your remittances/notices sent.
Section 4C — Complete if you store
Patients’ Medical Records offsite.



Section 5: Ownership Interest And/Or
Managing Control for ORGANIZATONS

Complete this section if the RHC is not
owned by individuals, but an organization.




Section 6: Ownership Interest And/Or
Managing Control (INDIVIDUALS)

You must complete this section for
everyone who has ownership in the
practice. Also must have at least one
Managing Employee listed.




Section 6A. Check “"Add” box and enter
the date the practice started.

It is best not of enter Medicare and NPI
for the individual. Mainly, because they
do not tie these individuals back using
Medicare ID#.




Section 6B. Be sure to check
appropriate box for Adverse
Legal Action
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Section 7. Only check this section if your
practice is part of a Chain Organization.
Section 8. Complete this section if you
will be using an Outside Billing Agency.

Skip Sections 9, 10, 11, and 12
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Section 13. Contact Person — This should
be the person that is completing the form.
Cahaba GBA will contact this person for

any additional information or corrections
that need to be made to the CMS-855A

application.




Section 15. Check “"Add” box and enter date
the practice started.

Enter information for Authorized Official
Signature. (This person must be listed in
Section 6 in order to be able to sign.)

You can have up to 2 signatures, but only 1 is
required.
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Section 16. — Delegated Official(s)

This section is optional, but if no one is
listed here, the authorized official will be
the only person who can make changes
and/or updates to the provider’s status in
the Medicare program. This person must
also be listed in Section 6.
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Section 1/. Supporting Documents
Check all that are appropriate and submit
the required documents.

(You must submit a CMS-588 (Electronic
Funds Transfer Form) with the CMS-
855A.)




Co
Co
Co

oy of Business License (if required)
Dy of CLIA Certificate

oy of NPI Notification

Written confirmation from the IRS
confirming your Tax Identification Number
(that matches your legal business name).



Copy of Articles of Incorporation (if
corporation or LLC)

Copy of W-2 for Managing Employee listed
In Section 6

If post office box number is used, you will
need a copy of the current payment
receipt from the post office
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Letter from the Bank verifying
the routing and account
number listed on the CMS-588
(EFT) form; OR an original
check marked “Void”



If there is a loan at the bank in the name
of the practice, you will need a letter from
the bank stating “the bank has agreed to
waive its right of offset for Medicare
receivables”, If there is NOT a loan at the
bank, you will need a letter on the
practice’s letterhead stating "that there is
not a loan at the bank”.



Also, be sure to include your payment
receipt for the $532.00 application fee

that you had to pay online at CMS’s
pay.gov website.



'DEPARTMENT OF HEALTH AND HUIMAN SERVICES Form Approved
CENTERS FOR MEDICARE & MEDICAID SERVICES M Ho, 19180628

ELECTRONIC FUNDS TRANSFER (EFT) AUTHORIZATION AGREEMENT

PART I: REASON FOR SUBMISSION
Reason for Submission:
[0 New EFT Authorization [ Check here if EFT payment is being made to
£] Revision to Current Authorization the Home Office of Cheln
(e, account or bank changes) gm"‘mmtm EFT payment to
Since your last EFT authorization agreement submission, have you had a
[ change of Ownership, andfor
[] Change of Practice Location?
If you checked elther a change of ownership or change of practice location above, you must submit a change of
i lcare tothe your

0 the Med
area(s) prior to or this EFT

PART II: PROVIDER OR SUPPLIER INFORMATION
Frovidersupplier Legal Businass Name

Thain Orgenization Name or Home Office Legal Business Name (I gifferent from Chain Organization Name)

‘Account Holder's Street Address.

Account Holder's City Imum Holder's State [ Account Holder's Zip Code.

Tax dentification Humber: {designate L SSN or CTEIN)

I o o | | m |

“Miedlcare identification Number (if ssued)

"National Provider identifler (NP(}
nooooooood

PART ll: FINANCIAL INSTITUTION INFORMATION
Financlal Institution Name:

Financhal Institution CityfTown

Financial Institution Telephone Nurber (Financial Institution Contact Person

Financial Institution Routing Transit Number (nine digit)

Hooonoood
Depositor Account Number [Type of Account (check one)
OOoooooooonon I3 Checking Account Tl savings Account

Please include & of account on bank i or a voided check. When submitting
the documentation, it should contain the name on the account, electronic routing transit number, account
number and type. If submitting bank letterhead, the bank officer's name and signature is also required. This
information will be used to verly your account number, -

PART IV: CONTACT PERSON
Contact Person's Hame - Contact Persor’s Titko

Contact Person's Telephone Number B Contact Persan’s E-mail Address.

FORM ChiS-588 (05110}




PART V: AUTHORIZATION

I hereby authorize the Centers for Medicare & Medicaid Services (CMS) to initiate credit entries, and In accordance
with 31 CFR part 210.6(f) initiate adjustments for any credit entries made in error to the account indicated above.
I hereby authorize the financlal institution/bank named above to credit and/or debit the same to such account,
CMS may assign its rights and der th to CMS’ desi fee-fi vi

CMS may change its designated contractor at CMS' discretion.

If payment s being made to an account controlled by a Chain Home Office, the Provider of Services hereby
acknowledges that payment to the Chain Office under these circumstances is still considered payment to the
provider, and the Provider authorizes the forwarding of Medicare payments to the Chain Home Office.

f the account s draven in the Physician’s or Individual Practitioner's Name, or the Legal Business Name of the
Provider/ Supplier, the said Provider or Supplier certifies that heishe has sole control of the account referenced
above, and certifies that all arrangements between the Financial Institution and the said Provider or Supplier are
n with all Medicare lations and instructions.

This authorization agreement is effective as of the signature date below and is to remain in full force and

effect until CMS has received written notification from me of its termination in such time and such manner as

to afford €MS and the Financial Institution a reasonable opportunity to act on it. CMS will continue to send the
direct deposit to the Financial Institution Indicated above until natified by me that | wish to change the Financial
Institution receiving the direct deposit. If my Financial Institution information changes, | agree to submit to CMS
an updated EFT Authorization Agreement.

SIGNATURE LINE
AatharizediDelegated Official Name (Print) Authorized/Delegated Officlal Telephane Humbe:

Authorlzed/Delegated Official Title Authorized/Delegated Official E-mall Address

Authorized/Delegated Officla| Signature
iiNate: Must be orlginal signature In blsck or bluve Ink.}

PRIVACY ACT ADVISORY STATEMENT

Sections 1842, 1862(b) and 1874 of title XVill of the Social Security Act authorize the collection of this infarmation.

The purpose of callecting this Information is to authorize electronic funds transfers.

Per 42 CFR 424.510(e)(1), providers and suppliers are required to receive electronic funds transfer (EFT) at the time
e of Medic of change request; and

of ang| or

(2) submit the CMS-588 form to receive Medicare payment via electronic funds transfer.
The information collected will be entered into system No. 09-70-0501, titled “Carrier Medicare Claims Records,”
and No, 09:70-0503, titled *Intermediary Medicare Claims Records” published in the Federal Register Privacy Act
Issuances, 1991 Comp, Vol. 1, pages 419 and 424, or as updated and republished. Disclosures of information from
this system can be found In this notice.

You should be awara that P.L. 100-503, the Computer Matching and Privacy Protection Act of 1988, permits the
government, under certain to verify the you provide by way of computer matches.

Isting
d, the i comments conceming the accuracy of the time
Suggestions for Improving this form, please write to: CMS, Attn: PRA Reports Clearance Officer, 7500 Security Boulevard, Baltimors, Maryland
212044850,
DO NOT MAIL THIS FORM TO THIS ADDRESS.
MAILING YOUR APPLICATION TO THIS ADDRESS WILL SIGNIFICANTLY DELAY PROTESSING.

FORM CA5 568 (0101




Part | — check New EFT Authorization
Part |l — Provider Information - Fill in
appropriate information. Put “pending”
for Medicare ID#
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Part lll — Financial Institutional
Information. Fill in apropriate banking
iInformaiton

Part IV — Contact Person — This is usually
the person you indicated as "Managing
Employee” (ex: Office Manager)



Part V — Authorization — This should be
the person that was designated as
Authorized Signature on the CMS-855A.
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Alabama Part A Provider Enrollment
Provider Audit and Reimbursement
PO Box 1537

Birmingham, AL 35201-1537



Cahaba GBA will process your CMS-855A
application request (usually within 60
days) and send approval letters back to
you and your state Department of Public
Health to Guy Nevins or Kris Adams

Manager Applications and Waivers State
of Georgia



Once you have received the approval for
the CMS-855A, you are ready to go to

next step of requesting your RHC survey
Inspection.



Guy Nevins

Department of Public Health
Division of Provider Services
201 Monroe Street, Suite 710
Montgomery, Alabama 36104
(334)206-5191

Kris A. Adams, Manager, Applications and Waivers
State of Georgia, Department of Community Health
Healthcare Facility Regulation Division

2 Peachtree St; Suite 31.318

Atlanta, Ga 30303

Ofc: 404-657-1511


mailto:kadams@dch.ga.gov

You need to be preparing your office for
DHEC inspection.

Make sure it is clean, neat and orderly
and no clutter.

No expired drugs or supplies.
Prepare your Policy and Procedure Manual



Thank you for you time if you have any

question please feel free to get in touch
with me. software.com

Alice Makela Boykin CPC m
803-236-2873

SOFTWARE



mailto:alice@ams-software.com
mailto:alice@ams-software.com
mailto:alice@ams-software.com

